Objectives Body satisfaction during pregnancy is an important determinant of maternal and fetal health outcomes. It is therefore critical to investigate factors related to changes in body satisfaction and to elucidate how body satisfaction changes over time in pregnant women. The purpose of this study was to examine the relation between two novel factors (i.e., healthy eating habit strength and physical activity habit strength) and body satisfaction during pregnancy. Methods Participants (n = 67 pregnant North American women) completed online questionnaires at the beginning of their second trimester (Time 1) and at the end of pregnancy. Maternal characteristics, relationship satisfaction, self-esteem, and psychological distress were assessed at Time 1 and habit strength, body satisfaction, and weight were assessed at both time points. Results Strength of healthy eating and physical activity habits remained stable over time and body satisfaction decreased over time. Healthy eating habit strength at Time 1 predicted increases in body satisfaction from the second trimester to the end of pregnancy, even when controlling for gestational weight gain. Conclusions This study suggests that health-related habit strength in women of reproductive age may offer protection against low levels of body satisfaction during pregnancy.
Introduction
Throughout pregnancy, women experience substantial changes in their body shape and weight within a relatively short period of time (Skouteris 2011) . These physical changes are associated with body satisfaction during pregnancy, which is an important determinant of maternal psychological and physical wellbeing (Fuller-Tyskiewicz et al. 2012; Downs et al. 2008; Skouteris 2011) . Specifically, low levels of body satisfaction are associated with depressive symptoms during and after pregnancy, smoking during pregnancy, excessive gestational weight gain, and disordered eating behaviours that negatively impact maternal and fetal health (Duncombe et al. 2008; Fuller-Tyskiewicz et al. 2012; Silveira et al. 2015; Skouteris 2011) .
Despite accumulating evidence indicating that low body satisfaction is linked with a range of adverse health outcomes, little research exists on predictors of body satisfaction during pregnancy. Furthermore, the majority of studies employ cross-sectional designs, which limits an understanding of predictors of body satisfaction and how it changes over time in pregnant women (Fuller-Tyszkiewicz et al. 2012) . To ultimately improve the health of mothers 1 3
and their offspring, it is critical to investigate factors that predict changes in body satisfaction over time and to clarify how body satisfaction changes during pregnancy (Downs et al. 2008; Fuller-Tyszkiewicz et al. 2012) .
Exercise and healthy dietary behaviours are positively related to body satisfaction in pregnant women (Boscaglia et al. 2003; Goodwin et al. 2000; Prather et al. 2012) . Repetition of health behaviours is particularly important, as it forms the basis of habits, which can be defined as "learned sequences of acts that have become automatic" (Verplanken & Aarts 1999, p. 104) . Whereas less frequent behaviours require conscious mental effort, repeated and frequent behaviour becomes habitual, which requires less mental effort and may be less influenced by conscious attitudes and intentions (Ji & Wood 2007; Ouellette & Wood 1998) . The extent to which women automatically engage in physical activity and healthy eating behaviours during pregnancy may be particularly important to assess given that the numerous changes women experience affect cognition, which in turn can negatively affect frequency of health behaviours and body satisfaction (Fuller-Tyskiewicz et al. 2012; Prather et al. 2012; Skouteris 2011) . However, no study to date has investigated the potentially pertinent association between healthy eating habit strength, physical activity habit strength, and body satisfaction in pregnant women.
Changes in Body Satisfaction in Pregnant Women
There is conflicting research on how body satisfaction changes during pregnancy, with some studies indicating declines (Coker & Abraham 2015) , some indicating increases (Clark et al. 2009; Skouteris et al. 2005) , and some indicating stability of body satisfaction over time (Duncombe et al. 2008) . Generally, body satisfaction seems to increase from pre-pregnancy to pregnancy and decrease during the postpartum period in comparison to during pregnancy (Clark et al. 2009; Coker & Abraham 2015; Gjerdingen et al. 2009 ). Given inconsistent findings and a lack of longitudinal studies, conclusions about the nature of changes in body satisfaction during pregnancy are difficult to make. Possible explanations for these conflicting findings include differences in intervals and measures across studies. Therefore, the time points and assessment of body satisfaction for this study were based on recommendations from extant literature in an attempt to avoid further discrepancies (Clark et al. 2009; Coker & Abraham 2015; Duncombe et al. 2008; Skouteris et al. 2005) .
Physical Activity and Healthy Eating Habits
Although exercise and dietary behaviours are positively associated with body satisfaction during pregnancy (Prather et al. 2012) , no research exists on the potentially crucial role of health-related habit strength. In a health psychology framework, healthy eating and physical activity habit strength have been studied with respect to weight management and the prevention of Type 2 diabetes (Knauper et al. 2014) and are empirically distinguished from behavioural frequency (Verplanken and Melkevik 2008) . The formation of strong health-related habits leads to lasting behaviour change because once a response to a specific context or cue becomes automatic, which is a key characteristic of habits, people are able to carry out the response in an effortless manner without any planning or external reinforcement.
During pregnancy, unique physical changes can affect cognition and behaviour (Skouteris 2011) . Thus protective factors that persist despite these changes are imperative. Given that stronger habits indicate higher levels of automaticity and stability of exercise and dietary behaviours over time (Verplanken & Aarts 1999; Verplanken & Orbell 2003) , it is likely that physical activity and healthy eating habit strength are more potently related to body satisfaction during pregnancy than exercise and dietary behaviours. However, there is no research on the stability of healthy eating and physical activity habit strength during pregnancy or research indicating whether health-related habit strength is associated with changes in body satisfaction.
To determine the independent contribution of healthy habits to body satisfaction in pregnant women, it is imperative to control for adequacy of gestational weight gain and to assess the potential role of psychological variables (i.e., psychological distress, self-esteem, and relationship satisfaction). Adequacy of gestational weight gain, as defined by guidelines provided by the Institute of Medicine (2009) based on pre-gravid body mass index (BMI), is related to body satisfaction during pregnancy. Despite years of research demonstrating that adherence to these guidelines results in improved pregnancy outcomes, nearly half of all pregnant women in North America experience excessive weight gain (Chu et al. 2009; Kowal et al. 2012) . A growing body of research demonstrates a negative association between pre-pregnancy BMI and weight gain in relation to body satisfaction during pregnancy (Bagheri et al. 2013; Hill et al. 2013; Mehta et al. 2011) . Regarding psychological variables, higher levels of distress (e.g., depression) are associated with lower levels of body satisfaction in pregnant women and research suggests that self-esteem and relationship satisfaction may also be important constructs to consider (Fuller-Tyskiewicz et al. 2012) .
Current Study
The primary purpose of this study was to investigate the association between health-related habit strength and changes in body satisfaction during pregnancy over a sixmonth period. We hypothesized that (a) healthy eating 1 3 habit strength and physical activity habit strength would be positively associated with body satisfaction; and (b) healthy eating habit strength and physical activity habit strength would predict increases in body satisfaction when controlling for adequacy of gestational weight gain and any relevant psychological covariates (i.e., psychological distress, self-esteem, and relationship satisfaction). Given limited and conflicting research, we also investigated whether body satisfaction and healthy eating habit strength and physical activity habit strength changed from the beginning of the second trimester to the end of pregnancy.
Method

Participants
Participants were 67 pregnant women who averaged 28.39 years of age (SD = 4.70) and were living in Canada (n = 34, 50.7%) or the United States (n = 33, 49.3%). Of the sample, 62.7% (n = 42) lived in urban areas, 62.7% (n = 42) were married, 52.2% (n = 35) had a family income of CAD $65,000 or less, and 64.2% (n = 43) had completed at least a bachelor degree. With respect to ethnicity, 77.6% (n = 52) of women were Caucasian, 7.5% (n = 5) were Hispanic, 6.0% (n = 4) were Asian, 3.0% (n = 2) were African American, and 6.0% (n = 4) identified as "other." All women were in the beginning of their second trimester (i.e., between gestational weeks 16-20; Cunningham et al. 2009 ), with a mean gestational age of 17.86 weeks (SD = 1.58). Of the sample, 37.3% (n = 25) were primiparous.
Procedure
The Research Ethics Board at the university where the study was conducted approved all procedures. Participants were recruited through Facebook advertisements, a maternity care provider listserv, and community notice boards. Eligibility criteria included being between 16 and 20 weeks pregnant, 19 years and older, and living in North America. To recruit participants from Facebook, an advertisement and Facebook page containing information about the study was created and monitored in collaboration with a hired Facebook account manager. The advertisements were displayed on the Facebook newsfeed of the target sample: Women from North America who were age 19 years and above and who exhibited an interest in pregnancy on their Facebook page. Participants who clicked on the study advertisement were directed to the secure study web page.
To recruit participants from a listserv of over 2000 maternity care providers throughout Canada (i.e., the Maternity Care Discussion Group), an e-mail was sent describing the study and asking care providers to place a poster advertising the study in their office. The poster contained eligibility criteria and directed interested individuals to the Facebook page or laboratory e-mail. Posters were also placed in local coffee shops and hospitals. Individuals who contacted the laboratory e-mail were provided with further information about the study and a link to the secure study webpage.
Questionnaires were created using Remark Web Survey Software and hosted on a secure university server. The initial webpage outlined study details and informed consent procedures. Participants selected a box indicating their consent and responded to four questions to ensure they had read and understood the consent form. Participants were then asked to provide contact information and to create a unique identification number. Subsequently, participants clicked on a link to a new survey, where they used their unique identification numbers to log in and complete Time 1 (T1) questionnaires. Approximately one month before their delivery date, participants received an e-mail with their identification number, password, and link to the Time 2 (T2) questionnaires. Participants were sent a maximum of six weekly reminder e-mails if they did not complete questionnaires, and they received one phone call reminder after the first two e-mails. Approximately 30% of women completed T2 after giving birth (n = 16), but they did not differ on any study or demographic variables compared to those who completed T2 before giving birth (n = 51; ps > .15), nor did they differ with respect to changes in body satisfaction (p = .13).
All women completed measures of self-esteem, psychological distress, and relationship satisfaction at T1 and measures of body satisfaction and physical activity and healthy eating habit strength at T1 and T2. Participants were entered in draws to win pregnancy-related prizes and $25 gift cards upon completion of T1 and T2 questionnaires.
Of the 234 participants who completed informed consent procedures, 141 participants completed T1 questionnaires (125 accessed directly from Facebook and 16 contacted the laboratory) and 136 participants met eligibility criteria and were included in the study. Of those, 70 women (51.5%) completed the T2 questionnaires; 65 women (47.8%) did not respond to follow-up and one woman (1.5%) experienced a miscarriage. All data were examined to check for duplicate response sets and improbable weight changes. One participant was excluded from the study for completing the T2 questionnaires twice with different values and one participant was excluded for reporting a weight loss from T1 to T2 of > 40 pounds. Thus, 67 participants were included in study analyses.
There were no significant differences between participants who completed T2 (n = 67) versus those who did not (n = 67) on ethnicity, income, health conditions, weeks pregnant, parity, pre-pregnancy BMI, gestational weight gain, psychological distress, self-esteem, or relationship satisfaction (ps > .08). However, women who completed T2 were older (M = 28.39, SD = 4.70; t(131) 
Measures
Maternal Characteristics
Participants completed a questionnaire developed for this study to obtain socio-demographic data (i.e., age, ethnicity, relationship status, household income, and education level), physical and mental health conditions ("Have you ever been diagnosed with any other medical or mental health conditions?"), treatment received, gestational age, parity, and anthropometric measurements (i.e., pre-pregnancy weight and height and current weight). Pre-pregnancy weight and height were used to calculate BMI (kg/m 2 ) as a measure of pre-gravid adiposity. All participants were classified using the World Health Organization (WHO 2000) cut points: BMI < 18.5 kg/m 2 (underweight); 18.5-24.99 kg/m 2 (normal weight); 25.0-29.99 kg/m 2 (overweight); and > 30 kg/ m 2 (obese).
Gestational Weight Gain
Consistent with previous research, the absolute amount of weight (kg) gained from pregnancy to T1 and T2 was calculated by subtracting participants' pre-gravid weight from their self-reported weight at each time point. Data were examined for improbable weight changes (i.e., weight loss ≥ 40 pounds or gain ≥ 100 pounds; cf. Bodnar et al. 2011; Hunt et al. 2013 ) and one participant was excluded as indicated above. Adequacy of gestational weight gain was calculated as the ratio of total weight gain over expected weight gain using the Institute of Medicine guidelines (Bodnar et al. 2004 ; Institute of Medicine (IOM) 2009). This ratio helps to account for differences in gestational age at delivery, given that weight is seldom documented at this time. Adequacy of gestational weight gain was also evaluated categorically. To characterize participants as gaining an inadequate, adequate, or excessive amount of weight, the lower and upper limits of the IOM pre-pregnancy BMI weight recommendations were divided by expected weight gain at 40 weeks gestation and then multiplied by 100 to calculate an expected range of weight gain for each group (cf. Bodnar et al. 2004; Deierlein et al. 2008) . Participants who gained within the expected range were categorized as gaining an adequate amount of weight, whereas participants who gained below or above the expected range were categorized as gaining an inadequate or excessive amount of weight, respectively.
Psychological Distress
The Hopkins Symptom Checklist (SCL-5; Aasheim et al. 2012 ) is a five-item self-report questionnaire that assesses level of psychological distress over the past two weeks. Each item is rated on a 4-point Likert scale ranging from 1 (not bothered) to 4 (very bothered). Items are averaged to produce a mean score (ranging from 1 to 4), with higher scores indicating higher levels of psychological distress. The SCL-5 demonstrated excellent internal consistency in this sample (α = 0.82).
Self-Esteem
The Rosenberg Self-Esteem Scale (RSE; Rosenberg 1965) is a ten-item self-report questionnaire that assesses global feelings of self-esteem and is widely used in eating-related research (Knoph Berg et al. 2011) . Responses are made on a 4-point Likert scale ranging from 1 (strongly agree) to 4 (strongly disagree). Items are summed to produce a total scores (ranging from 0 to 40), with higher scores denoting higher levels of self-esteem. The RSE internal consistency (Chronbach's alpha) in this sample was 0.92.
Relationship Satisfaction
The four-item version of the Couples Satisfaction Index (CSI-4; Funk & Rogge 2007) was used to assess relationship satisfaction. Responses to each question are made on a 5 or 6-point Likert scale, and items are summed to produce a total score (ranging from 0 to 21). Higher scores indicate higher levels of relationship satisfaction. The CSI-4 demonstrated excellent internal consistency in this sample (α = 0.90).
Body Satisfaction
Perceived body satisfaction was assessed with the nine-item subscale of the Multidimensional Body Self Relations Questionnaire (i.e., the Body Areas Satisfaction Scale; BASS; Brown et al. 1990 ). Participants rated their degree of body satisfaction with specific body parts, weight, height, muscle tone, and appearance on a 5-point Likert scale ranging from 1 (very dissatisfied) to 5 (very satisfied). Items are averaged to yield a mean score, with higher scores indicating higher body satisfaction. The BASS internal consistency in this sample was 0.88 at T1 and 0.85 at T2.
Habit Strength
The Self-Report Habit Index (SRHI; Verplanken & Orbell 2003 ) is a 12-item self-report measure that assesses empirically derived features of habits. Participants completed one SRHI to assess physical activity habit strength and one SRHI to assess healthy eating habit strength. Sample items include "[Engaging in physical activity] is something that belongs to my (daily, weekly, monthly) routine" and "[Eating healthily (e.g., eating a variety of vegetables, fruits, and whole grains)] is something I do automatically." Responses are made on a 7-point Likert scale ranging from 1 (disagree) to 7 (agree). Items are averaged to yield a mean score, with higher scores indicating stronger habits. The SRHI effectively measures physical activity habit strength (Verplanken & Melkevik 2008) and has been used extensively in research examining the influence of habit strength on dietary behaviours (Gardner et al. 2011) . In this sample, the SRHI demonstrated excellent internal consistency for healthy eating habit strength (α = 0.95 at both time points) and physical activity habit strength at T1 (α = 0.95) and T2 (α = 0.97).
Results
Multiple imputation was employed in SPSS Version 24 for all main study variables with missing data. A total of 20 imputations were used (Graham et al. 2007 ) on 24 values (1.6%). From the total sample size (n = 67), most participants (n = 52; 77.6%) had complete data for the variables of interest. The highest frequencies of missing values were observed in the T1 self-esteem and T2 healthy eating habit strength variables (3.0%). All data was examined for the presence of outliers and normality. Univariate outliers were assessed on predictor and outcome variables through inspection of Z-scores for each variable (Tabachnik & Fidell 2013) . All cases were deemed appropriate and were retained in analyses. Normality assumptions were satisfied for all variables.
Descriptive Analyses
Descriptive statistics (means, standard deviations, and frequencies) were calculated for maternal characteristics, weight gain variables, and main study variables and are in Table 1 . According to the WHO (2000) guidelines for pregravid weight status, 3.0% (n = 2) of women were underweight, 56.7% (n = 38) were normal weight, 26.9% (n = 18) were overweight, and 13.4% (n = 9) were obese. With respect to gestational weight changes, participants gained an average of 13.31 kg (SD = 5.39) from pre-pregnancy to T2. Only 32.8% (n = 22) of women gained within the recommended ranges, 56.7% (n = 38) gained in excess of clinical guidelines, and 10.5% (n = 7) gained an inadequate amount of weight. The majority of women (65.1%, n = 44) denied any health conditions (e.g., epilepsy, endometriosis, depression, or anxiety).
Pearson correlations for the total sample were computed to investigate associations among weight gain and main study variables and are in Table 2 . Self-esteem, relationship satisfaction, physical activity habit strength, and healthy eating habit strength were positively associated with T1 and T2 body satisfaction. Pre-pregnancy BMI and psychological distress were negatively associated with T1 and T2 body satisfaction. Weight gain at both time points was not significantly associated with any of the main study variables.
Change in Health-Related Habit Strength and Body Satisfaction Over Time
Following multiple imputation, paired samples t-tests were conducted to determine whether physical activity habit strength, healthy eating habit strength and body satisfaction changed from T1 to T2. Physical activity habit strength did not change from T1 (M = 3.37, SD = 1.38) to T2 (M = 3.58, SD = 1.51), t (66) 
Predicting Body Satisfaction from Physical Activity Habit Strength and Healthy Eating Habit Strength
A regression analysis was conducted to examine whether physical activity and healthy eating habit strength predicted changes in body satisfaction when controlling for adequacy of gestational weight gain and any relevant psychological covariates (i.e., psychological distress, self-esteem, and relationship satisfaction). Adequacy of gestational weight gain was dummy coded, with women gaining an adequate amount of weight representing the reference group in all models. Body satisfaction at T1, adequacy of gestational weight gain at T2, and relevant covariates were entered in the first step, and physical activity and healthy eating habit strength were entered in the second step. Multivariate outliers were screened in the regression analysis by examining the summary table of the residual statistics. One multivariate outlier was identified: As recommended by Tabachnik and Fidell (2013) , analyses were run with and without the identified outlier. The outlier significantly influenced the results and thus it was excluded from analyses. Normality assumptions were satisfied and residual diagnostics were conducted to check for validity of model fit, which was adequate. Examination of the variance inflation factor scores and the tolerance statistic revealed no multicollinearity. Self-esteem, psychological distress, and relationship satisfaction were not significantly related to changes in body satisfaction. Thus, these variables were not included as covariates in the regression model. As shown in Table 3 , following multiple imputation, hierarchical linear regression indicated that changes in body satisfaction were accounted for by physical activity and healthy eating habit strength when controlling for adequacy of gestational weight gain. Significant unique predictors of T2 body satisfaction in the final model included T1 body satisfaction and healthy eating habit strength.
Discussion
This is the first study to investigate health-related habit strength in pregnant women. The purpose of this study was to determine whether women with stronger physical activity and healthy eating habits would be more resilient to declines in body satisfaction during pregnancy and to examine how health-related habit strength and body satisfaction changed from the beginning of the second trimester to the end of pregnancy. Women who had stronger physical activity and healthy eating habits at the beginning of their second trimester were more satisfied with their bodies at the end of pregnancy. In particular, stronger healthy eating habits protected women against declines in body satisfaction over their final 6 months of pregnancy. Contrary to expectation, physical activity habit strength did not predict changes in body satisfaction independently of healthy eating habit strength.
Healthy eating and physical activity habit strength did not change over time, which highlights the stable nature of habits during pregnancy. In contrast, body satisfaction declined from the second to third trimester. One reason that may account for discrepant findings regarding changes in body satisfaction in the literature is that the pregnancy time points examined at each trimester have differed between studies, which can lead to varying estimates of changes in body satisfaction (Timmons & Preacher 2015) . Additionally, although Table 2 Correlations among pre-pregnancy BMI, weight gain, healthy eating habit strength, physical activity habit strength, and body satisfaction *p < .05; **p < .01 2.
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Time we examined the subjective experience of satisfaction with shape and weight, some studies assessed other dimensions of body satisfaction, which may change in different ways during pregnancy (Coker & Abraham 2015; Duncombe et al. 2008; Skouteris et al. 2005) . As is evident in the literature, body image is a multi-dimensional construct that consists of various aspects (e.g., salience of weight and shape, perception of being strong and fit, and perceptions regarding what size and shape is 'ideal'; Cash 2002). Although studies demonstrating stability of body satisfaction during pregnancy assessed certain dimensions of body satisfaction (e.g., perceptions of strength and fitness; Duncombe et al. 2008) , studies demonstrating changes in body satisfaction assessed other dimensions (e.g., current versus desired BMI; Coker & Abraham 2015) . These results indicate that body satisfaction may change depending on which dimension is assessed. The systematic evaluation of a measure to assess body satisfaction specifically in pregnant women and the employment of repeated measures designs may provide some resolution regarding discrepancies between studies (Fuller-Tyskiewicz et al. 2012) .
Healthy eating habit strength may be especially protective against declines in body satisfaction for several reasons. Body satisfaction before pregnancy may play an important role in that it engenders stronger healthy eating habits before pregnancy, which are then maintained during pregnancy and ultimately protect women against declines in body satisfaction. Another potential explanation is that pregnant women with stronger healthy eating habits, regardless of actual weight category, may place more of an emphasis on nurturing themselves and their fetus, which in turn may lead to a decreased focus on their body during pregnancy. To test the viability of these tentative hypotheses, examination of potential mediators and moderators of health-related habit strength and body satisfaction over an extended period of time and with pre-pregnancy assessment of body satisfaction and habit strength is required. It may also be beneficial to assess lifetime psychological distress when examining why healthy eating habit strength predicts changes in body satisfaction in pregnant women.
Given past research indicating that exercise is positively associated with body satisfaction during pregnancy (Boscaglia et al. 2003; Goodwin et al. 2000; Prather et al. 2012; Downs et al. 2008) , it is somewhat surprising that physical activity habit strength did not protect women against declines in body satisfaction. It may be that physical activity habits are indeed less influential than healthy eating habits because they are more difficult to maintain throughout pregnancy, as indicated by a study demonstrating that physical activity levels decrease and the majority of pregnant women do not engage in recommended levels of physical activity (Borodulin et al. 2009 ). Alternatively, it may partly be due to a restricted range of physical activity habit strength in our sample, which may have decreased the chances of detecting an association. To elaborate, physical activity habit strength was significantly lower than healthy eating habit strength and lower than the mean reported in a previous longitudinal study conducted in an adult population (Verplanken & Melkevik 2008) .
Strengths, Limitations, and Future Directions
This study contributes to the limited research on body satisfaction during pregnancy by investigating how health-related habit strength predicts changes in body satisfaction in pregnant North American women over their final six months of pregnancy. However, several issues must be considered when interpreting the findings. First, participants who completed the follow-up were older, more educated, more likely to be married, and had higher incomes and stronger healthy eating habit strength, which limits the generalizability of our findings because of potential selection bias (e.g., T2 respondents may have been more preoccupied with body image). It may be beneficial for future research to examine how body satisfaction changes over time in diverse groups of pregnant women. Second, it was beyond the scope of this study to examine whether there were differences between Canadian and American participants, which could be examined in future research.
Third, all measures were self-report, which are subject to biases. Although self-reported weight and height provide an accurate representation of BMI in women of reproductive age (Huber 2007) , there is a tendency for overweight and obese pregnant women to underestimate their weight (Stevens-Simon et al. 1992) . However, underestimation of pre-gravid weight, weight during the second trimester, and weight at the end of pregnancy would not have resulted in overestimation of gestational weight gain. Additionally, although the BASS has been used in pregnant samples (Downs et al. 2008; Rauff & Downs 2011 ) and demonstrated excellent internal consistency in this study, qualitative data may provide a more in-depth understanding of body satisfaction during pregnancy (Watson et al. 2015) .
Finally, it was beyond the scope of this study to assess habit strength and body satisfaction before pregnancy and during the postpartum period. The results must therefore be interpreted within the context of the time frame of this study. Additionally, maternal and fetal health outcomes were not assessed. The assessment of such variables before and after pregnancy will be an important focus for future research to elucidate the relation between and impact of habit strength and body satisfaction, particularly in the post-partum period when body satisfaction significantly decreases (Clark et al. 2009; Coker & Abraham 2015) .
Clinical Implications and Conclusions
Given that pregnancy is a unique period of life involving profound biopsychosocial changes, appropriate and effective perinatal interventions to improve physical and mental health are essential (Crow et al. 2008 ). This study indicates that health-related habit strength may be a key construct to consider in the eventual development and implementation of interventions to increase body satisfaction in pregnant women. Specifically, our findings suggest that teaching women techniques to increase healthy eating habit strength before pregnancy may have a significant impact on body satisfaction during the second and third trimesters of pregnancy, where body satisfaction appears to decrease.
These techniques might include if-then plans and mental practice, which are highly efficacious for increasing habit strength and producing lasting behaviour change (cf. Belanger-Gravel et al. 2013; Knauper et al. 2014) . Recent research highlights that these tools can be incorporated into interventions in a simple and cost-effective manner (Knauper et al. 2014) . However, prior to testing the efficacy of if-then plans and mental practice in women of reproductive age, it may be beneficial to identify other factors related to body satisfaction and to determine the ideal window within which to target health-related habit strength.
To conclude, this study contributes to the understanding of novel correlates and predictors of body satisfaction in pregnant women, demonstrates the stability of health-related habit strength over time, and helps to clarify how body satisfaction changes from the beginning of the second trimester to the end of pregnancy. Notably, this study suggests that healthy eating habit strength may be a behavioural determinant of body satisfaction that can offer women protective effects against declining body satisfaction during pregnancy. Given that the prominent features of habits include automaticity and stability over time, and the numerous biological changes during pregnancy, health-related habit strength warrants attention in future research. By continuing to systematically identify correlates of body satisfaction in pregnant women, we can ultimately provide guidance and increased awareness for the development and maintenance of maternal and fetal health and effectively improve short and long-term outcomes for pregnant women and their offspring.
